

May 9, 2022
Dr. Abid Khan
Fax #: 989-802-5083
RE:  Emilette Berger
DOB:  08/12/1981
Dear Dr. Khan:
This is a consultation for Mrs. Berger with advanced renal failure, comes to the office.  She mentioned diagnosis of hypertension for the last 10 years when she was turning 30 years old which apparently was difficult to control.  At some point, she was on four to five different blood pressure medicines.  She was recently admitted to McLaren Mount Pleasant around March for question anxiety disorder, panic attack, and high blood pressure.  They found abnormalities on her kidneys.  Creatinine at that time was around 2.2 on admission, at the time of discharge around 1.7.  She was instructed to avoid antiinflammatory agents.  The ultrasound did not show evidence of obstruction.  There are bilateral simple cysts and increased echogenicity.  She was admitted a month later to our hospital in Alma for some nausea, feeling lightheadedness, did not have arrhythmia, but there was some prolongation of QT.  Lexapro was discontinued.  There was worsening of kidney abnormalities.  Gross proteinuria 3+.  Creatinine as high as 3.2.  She is very concerned about these findings of kidney disease.  She is trying to do low-sodium for blood pressure control.  She is getting some supplements from her family members who live in Mexico as a way to flush her kidneys.  There has been poor appetite and significant weight loss from 195 to 174 pounds over the last couple of months, frequent nausea although presently no vomiting.  There is constipation, but no bleeding.  Foaminess of the urine which likely is the proteinuria for the last few months without infection, cloudiness or blood.  No gross edema.  No numbness, tingling, or burning.  She is on her feet, very active as she works as an assisted technician in the assisted living.  Sometimes, she is five miles a day walking.  No chest pain or palpitation.  No lightheadedness.  No cough or sputum production.  No dyspnea.  No orthopnea or PND.  No skin rash or bruises.  No bleeding nose or gums.  No fever or change of headaches.  She has a history of migraines, but not in the recent past.
The hypertension for the last 10 years which apparently was difficult to control.  No diabetes.  Rheumatic fever when she was 20 years old.  She is not aware of persistent heart deficits, specifically she denies any coronary artery disease.  No history of arrhythmia.
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No history of heart murmurs or endocarditis.  The recent problem of prolonged QT thought to be related to Lexapro.  No deep vein thrombosis or pulmonary embolism.  No TIAs or stroke.  No gastrointestinal bleeding.  No chronic liver abnormalities.  No seizures.
Past Surgical History:  Surgeries including appendix with one ovary rupture being removed, eventually hysterectomy and tubes and ovaries removed.  Tonsils out.  There has been no cancer.  Prior no surgery, benign condition.
Present Medications:  Norvasc 10 mg although two to three days a week she takes 20, aspirin, Lopressor, hydralazine, off the HCTZ, off lisinopril, and presently no antiinflammatory agents.  She was told she has low thyroid function, but she presently not taking medications and she is off all antidepressants, off Lexapro because of the prolonged QT.  No antiinflammatory agents.
Allergies:  She has side effects to ROBITUSSIN, IBUPROFEN, TORADOL, ABILIFY, NORCO, REMERON, BENADRYL, VALIUM, and IMITREX.
Physical Examination:  Weight 174 pounds.  Blood pressure 154/90 on the right and 152/90 on the left.  She is anxious, alert and oriented x3, attentive.  Fairly good historian.  Normal eye movements.  No facial asymmetry.  No palpable neck masses.  No thyroid.  No lymph nodes.  No carotid bruits or JVD.  Lungs are clear without rales, wheezes, consolidation, or pleural effusion.  No gross arrhythmia.  No pericardial rub or gallop.  No abdominal distention or ascites.  No edema or neurological deficits.
Labs:  Reviewed discharge summary from McLaren.  Chest x-ray negative.  Kidney ultrasound as indicated above.  They do not report size of the kidneys in the summary.  Creatinine improved from 2.2 down to 1.9 and 1.7 on hydration.  Mild anemia 11.9.  Normal white blood cells.  Normal platelets.  Normal differential.  Sodium, potassium and acid base normal.
Initial hyponatremia that resolved.  I also reviewed discharge summary from Alma 04/25/22 to 04/27/22.  Echocardiogram - mild degree of ventricular hypertrophy.  Normal ejection fraction 61%.  No major other abnormalities.  They felt Lexapro was behind the prolonged QT.   They felt the renal failure in relation to volume depletion.  However, she has not been on any diuretics.  Negative CT scan of the head for acute process.  Negative chest x-ray.
Urinalysis 3+ protein and negative for blood.  Toxicological screening negative.  Few days ago May creatinine 2.8 for a GFR of 19 that will be stage IV and normal potassium.  Mild metabolic acidosis 22 and low sodium 135.  Calcium in the low side but no new albumin.  No phosphorus.  Prior anemia 11.8.  Normal white blood cell and platelets.
Assessment and Plan:  CKD stage III to IV question progression.  I do not see a reason for acute events as she does not appear to be dehydrated and there is no history to suggest severe gastrointestinal losses.  She is not on any diuretics.  She is off ACE inhibitors.  She denies the use of antiinflammatory agents.  She has hypertension that over 10 years has been difficult to control, sometimes four to five medications.
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We will call McLaren Mount Pleasant to get the official report of the kidney ultrasound to see if there are small kidneys.  They reported echogenicity, but no obstruction or urinary retention.  I wonder if hypertension has caused hypertensive nephrosclerosis or if there primary glomerulopathy causing hypertension and the progressive renal failure.  Hypertension by itself usually does not cause severe proteinuria.  We are going to repeat all chemistries.  We are going to update PTH for secondary hyperparathyroidism.  We will monitor anemia.  We will assess phosphorus balance for potential diet and binders.  We will assess anemia for potential treatment.  I am going to do serology for secondary glomerulopathy.  She was anxious in the office.  I did not change medications.  She is going to keep a record of that before we keep adjusting medicines.  Our goal blood pressure of course will be initially under 140/90 eventually in the 130/80.  We discussed about potential renal biopsy.  We discussed the meaning of advanced renal failure, concern for progression for dialysis of renal transplantation.  She will continue salt and protein-restriction and adequate hydration.  Come back with results.

All above issues were discussed with the patient. Education provided, questions answered to patient's satisfaction. Patient verbalized understanding.

JOSE FUENTE, M.D.
JF/vv
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